Introduction {#section1-2374373518777742}
============

The Institute for Healthcare Improvement's Triple Aim is a framework used by organizations and coalitions in the quest toward the dimensions of better population health, improved care experience, and lower per capita costs ([@bibr1-2374373518777742]). Today, the concept that Berwick and colleagues introduced is taught in medical schools, added to hospital mission statements, and worked into provider-payer contracts ([@bibr1-2374373518777742] [@bibr2-2374373518777742]--[@bibr3-2374373518777742]). Payment reforms like accountable care organizations now mean that synchronous improvement in all 3 aims will lead to better reimbursement. Meanwhile, morale of health-care providers and staff is low and worsening. A survey conducted in 2014 found that 54% of physicians reported at least 1 symptom of burnout, climbing from 46% just 3 years earlier ([@bibr4-2374373518777742]). Separate research found that 34% and 37% of nurses in hospitals and nursing homes, respectively, suffer from burnout in direct patient care roles ([@bibr5-2374373518777742]). The magnitude of these frightening statistics inspired Drs. Bodenheimer and Sinsky to introduce a fourth aim: improving joy in practice for clinicians and staff ([@bibr6-2374373518777742]).

Prior research has supported a link between this new fourth aim and the original third aim. A systematic review found that, in the majority of studies, poor clinician and staff well-being was associated with more medical errors ([@bibr7-2374373518777742]). A number of studies have described positive associations between employee satisfaction/burnout and patient experience and care quality ([@bibr5-2374373518777742],[@bibr8-2374373518777742] [@bibr9-2374373518777742] [@bibr10-2374373518777742]--[@bibr11-2374373518777742]). And lastly, burnout leads to high levels of absenteeism and staff turnover, increasing costs to health-care institutions ([@bibr12-2374373518777742]).

In primary care, due to a growing provider shortage and increasingly challenging scope of work, the situation has been especially dire ([@bibr13-2374373518777742] [@bibr14-2374373518777742]--[@bibr15-2374373518777742]). One study found that higher satisfaction scores for physicians and patients were associated with better continuity of care, lower no-show rates, and greater use of nonclinician staff in providing direct patient care ([@bibr16-2374373518777742]). The search for joy in practice has lead one of us (D.M.) to travel the country with colleagues to describe what high-performing primary care practices do differently ([@bibr17-2374373518777742]). It was clear from that work that research is needed to better understand the nuances of how teams work together and how that work relates to the experience of patients.

Health-care leaders acknowledge the importance of reducing burnout among clinicians and staff; however, the ways to do this remain elusive. Organizational behavior literature suggests that enhancing teamwork is at least part of the solution ([@bibr18-2374373518777742]). Shortell and colleagues identified 3 factors that influence clinical team effectiveness: organizational culture, commitment to quality improvement, and presence of a team champion ([@bibr19-2374373518777742],[@bibr20-2374373518777742]). Grace and colleagues found that perceptions of greater team culture were associated with less reported emotional exhaustion among primary care clinicians ([@bibr21-2374373518777742]). Furthermore, their study found that tighter team structure only reduced symptoms of burnout (eg, emotional exhaustion) among clinicians reporting high team culture---in practices with low team culture, team structure had little effect on emotional exhaustion ([@bibr21-2374373518777742]).

Our study builds on this work to better understand solutions to burnout and opportunities to improve employee well-being (and in turn patient experience) by measuring a dimension of teamwork called workplace social capital. Specifically, we focus on an "internal" dimension of workplace social capital conceptualized as the combination of information sharing, shared vision, and trust between team members. Authors have described the concept "bonding" social capital as referring to the strength and characteristics internal to homogenous groups or team ([@bibr22-2374373518777742] [@bibr23-2374373518777742] [@bibr24-2374373518777742] [@bibr25-2374373518777742]--[@bibr26-2374373518777742]). Prior studies have previously established associations between employee burnout and patient satisfaction, particularly among nurses ([@bibr5-2374373518777742],[@bibr12-2374373518777742],[@bibr27-2374373518777742],[@bibr28-2374373518777742]). Our research is distinct from this prior work in that we examine social capital concepts that are specific to the relationships among individuals working together as part of a social unit. The purpose of our study is to explore how workplace social capital is linked to employee experiences and patient experience in a multisite primary care environment. An important and unique contribution of this analysis is that we operationalized social capital as a *workplace level* (here, a primary care clinic) concept as opposed to a characteristic of individual employees or classes of employees. Our conceptual model is thus illustrated in [Figure 1](#fig1-2374373518777742){ref-type="fig"}. Based on this model, we hypothesized that higher measures of workplace social capital (at the clinic level) and better employee self-rated outcomes (satisfaction and burnout) would be positively associated with patients' perception of quality.

![Conceptual model of internal workplace social capital and provider and patient experience.](10.1177_2374373518777742-fig1){#fig1-2374373518777742}

Methods {#section2-2374373518777742}
=======

The MetroHealth institutional review board approved this study. This was an observational study focused on examining associations between workplace social capital, health-care provider experience, and patient experiences. For the purposes of this study, we developed and tested the "Practice Experience Survey," a 23-item survey.

Setting {#section3-2374373518777742}
-------

This study took place at an urban, academic safety net medical center in the Upper Midwest whose patient population is largely composed of minority groups and individuals of low income. The medical center employs more than 400 primary care and specialty care physicians and records more than 750 000 outpatient visits annually.

Workplace Social Capital Measures {#section4-2374373518777742}
---------------------------------

Drawing on the work of Leana and Pil ([@bibr29-2374373518777742]), workplace social capital was measured using survey items based on Nahapiet and Ghoshal's 3 facets of social capital: structural, relational, and cognitive ([@bibr30-2374373518777742]). The *structural* facet of social capital was operationalized as *information sharing* among clinic employees and measured using items adapted from items developed by Hyatt and Ruddy ([@bibr31-2374373518777742]). These items ask respondents to rate how strongly they agree or disagree (on a 5-point scale) with statements asking if people: ([@bibr1-2374373518777742]) engage in open and honest communication with one another, ([@bibr2-2374373518777742]) share and accept constructive criticisms without making it personal, and ([@bibr3-2374373518777742]) willingly share information with one another.

The *relational* facet of social capital was operationalized as *trust* among clinic employees. The trust measure consists of 3 items adapted from previous work on trust conducted by Pearce and colleagues ([@bibr32-2374373518777742],[@bibr33-2374373518777742]). These items ask respondents to rate how strongly they agree or disagree (on a 5-point scale) with statements asking if: ([@bibr1-2374373518777742]) they can rely on people in the clinic, ([@bibr2-2374373518777742]) coworkers are considerate of one another's feelings, and ([@bibr3-2374373518777742]) coworkers have confidence in one another.

The *cognitive* facet of social capital was operationalized as 3 items assessing *shared vision* among employees within a clinic. These items were adapted from research in organizational behavior by Tsai ([@bibr34-2374373518777742]) and from Sinkula and colleagues ([@bibr35-2374373518777742]). Respondents were asked to rate how strongly they agree or disagree (on a 5-point scale) with statements asking if people: ([@bibr1-2374373518777742]) share the same ambitions and vision for the clinic, ([@bibr2-2374373518777742]) share a commonality of purpose, and ([@bibr3-2374373518777742]) are committed to the goals of the clinic.

Employee Outcomes {#section5-2374373518777742}
-----------------

*Burnout* (or emotional exhaustion) was measured with a modified 5-item scale utilized by Conley and Woosley in their study of role stress among elementary and secondary school teachers ([@bibr36-2374373518777742]). The scale lists specific conditions and asks respondents to specify how often they experienced the described condition in the past month. The *burnout* items ask respondents to consider how often (never or rarely, occasionally, often, or almost always) they have experienced the following during the past month: ([@bibr1-2374373518777742]) feeling fatigued and unable to "get going," ([@bibr2-2374373518777742]) feeling physically used up at the end of the day, ([@bibr3-2374373518777742]) being emotionally drained from work, ([@bibr4-2374373518777742]) feeling "burned out" from work, and ([@bibr5-2374373518777742]) feeling "run down" at the end of the workday. Previous studies have demonstrated that *burnout* is an important employee outcome in a variety of professions ([@bibr37-2374373518777742] [@bibr38-2374373518777742] [@bibr39-2374373518777742]--[@bibr40-2374373518777742]).

The job satisfaction measure is comprised of 6 items designed to measure the respondents' interest in their job, enjoyment found in their work, and overall satisfaction derived from their employment ([@bibr41-2374373518777742]). These items ask respondents to rate how satisfied they are with their employment "situation" (on a 5-point scale ranging from not at all satisfied to very satisfied). The situations include type of work, quality of direct supervision, satisfaction with leaders, working conditions, amount of praise received, and current overall level of satisfaction with their job.

Patient Quality Rating {#section6-2374373518777742}
----------------------

The primary patient outcome for this study was a single item from the Clinician and Group Consumer Assessment of Healthcare Providers and Systems (CG-CAHPS) patient self-report survey ([@bibr42-2374373518777742]). The CG-CAHPS is a standardized survey that was designed to help health-care organizations understand patients' perspectives of their experience of care in the outpatient setting. The question selected as outcome for this study asks patients to give an overall rating of the quality of health care received on a scale from 1 to 10 ([@bibr43-2374373518777742]).

Employee Sample {#section7-2374373518777742}
---------------

A total of 265 employees in 10 primary care outpatient clinics completed the Practice Experience Survey. This sample represents more than 50% of the staff at the clinics. Employees were eligible to participate if they had direct contact with patients. This included physician providers (33%), nurses (19%), medical technology assistants (10%), patient service representatives (12%), and other professionals (27%), which include social workers and financial counselors, physical therapists, and other allied health personnel. This was an anonymous paper and pencil survey.

Patient Sample {#section8-2374373518777742}
--------------

A total of 8392 adult primary care patients were surveyed at 10 community health clinics of a large, urban safety net health system. This represents a 5% random sample of all patients seen at participating outpatient clinics during the 6 months prior to and the 6 months immediately following the employee survey. The health-care system serving as the primary research site functions as a safety net care system and the practices participating in this study are reflective of the broader population served and the communities in Ohio which the patients reside.

We contracted with an outside vendor, Quality Data Management, to randomly survey patients about their experiences. Patients completed these surveys over the telephone, via a computer-assisted telephone interview. The vendor collected some limited demographic information from participants: 69.5% were female and 30.5% were male; by age, 17.7% were under 25, 8.3% were 25 to 34, 12.2% were 35 to 44, 44.6% were 45 to 64, and 17.1% were 65 and over; by race, 54.8% were black, 37.0% were white, 4.9% were Hispanic, and 3.3% were from other unspecified racial and ethnic groups.

Data Analysis {#section9-2374373518777742}
-------------

Initially, frequency tables and univariate descriptive statistics were used to examine the data for distributional assumptions and outliers. Confirmatory factor analysis ([@bibr44-2374373518777742]) (CFA) was then used to examine the measurement structure of the workplace social capital scale. Confirmatory factor analysis is a statistical technique useful for understanding the measurement structure of a set of related indicators or survey questions and is particularly appropriate for a scenario such as the current study where the structure of specific indicators and scales is explicitly hypothesized due to prior theoretical work ([@bibr44-2374373518777742],[@bibr45-2374373518777742]). Due to the overlapping nature of the dimensions being measured, we hypothesized a second-order factor structure with 3 first-order subscales and a single unifying latent variable representing workplace social capital. Our primary test for the fit of these models was the Comparative Fit Index (CFI), computed as the discrepancy function adjusted for sample size and has a range from 0 to 1. Higher values indicate better fit and CFI values of 0.90 or greater indicate acceptable model fit ([@bibr46-2374373518777742]). We also report the similarly interpreted Tucker-Lewis Index (TLI) and the root mean square error of approximation (RMSEA). Values close to or below .06 have been considered acceptable for RMSEA ([@bibr46-2374373518777742]). Cronbach α was used to examine the reliability of all the composite scales ([@bibr47-2374373518777742]). All of the employee scales were reliable and showed high internal consistency ([Table 1](#table1-2374373518777742){ref-type="table"}). Analysis of variance was conducted to examine between clinic differences on the employee workplace social capital, burnout, and satisfaction scales. Pearson correlations ([@bibr48-2374373518777742]) were used to estimate the relationship among each of the workplace social capital subscales and with burnout and satisfaction. A structural equation model ([@bibr49-2374373518777742],[@bibr50-2374373518777742]) was used to estimate the associations between the workplace social capital latent variable and the employee outcomes of burnout and satisfaction. Bivariate plots and correlation coefficients were used to examine the associations between employee variables and the CG-CAHPS patient rating of overall care quality. Due to the skewed distribution of the patient quality measure (as in most studies, patients give highly positive ratings), the bootstrap method with 1000 samples was used to estimate 95% confidence intervals (CIs) for all estimates ([@bibr51-2374373518777742]). Analyses were conducted using SPSS version 21 and AMOS ([@bibr52-2374373518777742],[@bibr53-2374373518777742]).

###### 

Internal Consistency Analysis.

![](10.1177_2374373518777742-table1)

  Scale                      Cronbach α   No. of Items
  -------------------------- ------------ --------------
  Trust                      .805         3
  Shared vision              .828         3
  Information sharing        .788         3
  Workplace social capital   .903         9
  Burnout                    .937         5
  Satisfaction               .861         6

Results {#section10-2374373518777742}
=======

Results of the CFA model indicated adequate to good fit of the model (CFI = .97, TLI = .94, RMSEA = .075, χ^2^ = 59.9, *df* = 24, *P* \< .001), with high (\>.80) factor loadings; the second-order factor structure was thus confirmed. In analysis of variance results, the workplace social capital and employee outcome measures all demonstrated significant variation across sites ([Table 2](#table2-2374373518777742){ref-type="table"}). Employee workplace social capital measures had moderate-to-strong bivariate correlations with employee outcomes ([Table 3](#table3-2374373518777742){ref-type="table"}). Higher shared vision, stronger trust, and better information sharing were moderately correlated with higher job satisfaction and lower burnout. The burnout and satisfaction measures were further added to the second-order factor model to determine the associations with the error-corrected workplace social capital latent variable ([Figure 2](#fig2-2374373518777742){ref-type="fig"}). Associations between the latent variable for workplace social capital and burnout and satisfaction are similar (though slightly higher) than the composite indicator constructed as the mean of the observed indicators (a reasonable result, as the mean of the observed indicators is not error corrected).

###### 

Analysis of Variance for the Difference in Workplace Social Capital and Employee Outcomes Across Clinic Sites.^a^

![](10.1177_2374373518777742-table2)

                             *F*     Significance (2-Tailed)   *R* ^2^
  -------------------------- ------- ------------------------- ---------
  Trust                      2.819   .004                      .058
  Shared vision              2.786   .004                      .057
  Information sharing        4.373   .000                      .103
  Workplace social capital   4.475   .000                      .135
  Burnout                    4.52    .000                      .107
  Satisfaction               4.946   .000                      .119

^a^ N = 265, *df* = 9.

###### 

Associations Between Employee Social Capital and Employee Outcomes.^a^

![](10.1177_2374373518777742-table3)

                         Trust      Vision     Information Sharing   Workplace Social Capital   Burnout    Satisfaction
  ---------------------- ---------- ---------- --------------------- -------------------------- ---------- --------------
  Social capital                                                                                           
   Trust                 1                                                                                 
   Vision                .697^b^    1                                                                      
   Information sharing   .681^b^    .657^b^    1                                                           
  Employee outcomes                                                                                        
   Burnout               −.323^b^   −.327^b^   −.423^b^              −.400^b^                   1          
   Satisfaction          .511^b^    .471^b^    .572^b^               .585^b^                    −.591^b^   1

^a^ N = 265.

^b^ Correlation is significant at the 0.01 level (2-tailed).

![Second-order factor model of internal workplace social capital with effects on burnout and satisfaction, N = 265: CFI = .96, TLI = 94, RMSEA = .069, χ^2^ = 90.4, *df* = 40, *P* \<.001. Model path coefficients are standardized correlations, and item-level parameters are squared multiple correlations. CFI indicates Comparative Fit Index; RMSEA, root mean square error of approximation; TLI, Tucker-Lewis Index.](10.1177_2374373518777742-fig2){#fig2-2374373518777742}

The mean patient quality of care rating was 8.90 (95% CI: 8.86-8.94) ranging from 8.57 to 9.18 across clinic sites. Overall patient quality ratings were in the good-to-average range for the clinics in this study, but some sites performed significantly better than others.

In clinic-level analysis, the differences in patient perceived quality ratings were almost completely explained by differences in employee burnout and satisfaction ([Figure 3](#fig3-2374373518777742){ref-type="fig"}). Clinics with the higher levels of burnout had lower patient ratings of overall care quality, while clinics with higher levels of satisfaction had higher patient ratings of overall care quality. Pearson correlations with patient ratings of care quality were very strong for burnout (*r* = −0.74, *P* \< .05), satisfaction (*r* = 0.69, *P* \< .05), shared vision (*r* = 0.68, *P* \< .05), and information sharing (*r* = 0.63, *P* = .05). The correlation between patient quality of care ratings and trust was moderate and not statistically significant (*r* = 0.45, *P* \> .10; [Table 4](#table4-2374373518777742){ref-type="table"}).

![Clinic-level associations between employee outcomes and patient experience. Whiskers in the Figure 3 panels represent 95% confidence intervals.](10.1177_2374373518777742-fig3){#fig3-2374373518777742}

###### 

Associations Between Patient Ratings of Quality and Employee Rating of Workplace Social Capital and Outcomes.^a^

![](10.1177_2374373518777742-table4)

                             Pearson Correlation   Significance (2-Tailed)
  -------------------------- --------------------- -------------------------
  Trust                      .446                  .197
  Vision                     .682                  .030
  Information sharing        .630                  .051
  Workplace social capital   .884                  .001
  Burnout                    −.745                 .013
  Satisfaction               .688                  .028

^a^ Employee N = 265, patient N = 8392.

Discussion {#section11-2374373518777742}
==========

Based on the model presented in [Figure 1](#fig1-2374373518777742){ref-type="fig"}, we had hypothesized that higher levels of workplace social capital would be positively associated with satisfaction and inversely associated with burnout and that these health-care employee outcomes would in turn influence patient ratings of care quality. Our study found strong correlations between patient quality of care ratings and two critical employee outcomes: burnout and satisfaction. In further analysis, practices with the highest level of employee satisfaction and lowest burnout had the best patient ratings of overall quality, while practices with low levels of employee satisfaction and higher burnout had the worst patient ratings of overall quality. Taken together, these findings suggest that workplace social capital could be a key characteristic of effective health-care teams. The clinic-level linkage between clinician and staff well-being and patient satisfaction is an important observation for health-care administrators and other officials seeking to improve quality and outcomes in primary care settings.

This study has several important limitations. Employee surveys were anonymous. This design decision was necessary in order to receive honest evaluations of the workplace environment from employees who work there; the anonymous surveys omitted employee characteristics such as gender, race/ethnicity, and years employed in order to avoid suspicion of identifiability. Though unlikely, this observational study design constraint leaves open the possibility of potential confounding, in that unmeasured employee demographic characteristics could be driving both employee outcomes and patient ratings of quality. Response rate data were not available for the patient survey. The computerized vendor system is designed to continue sampling until reaching the 5% threshold, and response rate data were not available from the vendor. The use of a single health-care system is a further limitation, and we look forward to future work that investigates whether these results can be replicated in other venues.

While prior studies in other organizational settings have shown salutary associations between other measures of social capital, burnout, and employee satisfaction, we undertook this study to assess the extent to which these employee-level constructs are associated with patient experiences within a health-care setting. Understanding the interrelationship between these constructs is a necessary step in designing interventions aimed at improving and maintaining levels of workplace social capital and ultimately patient outcomes. In addition, the newly developed measures have strong psychometric properties and are brief enough to be administered with efficiency even in a busy safety net health-care organization.

Our findings suggest that in general, workplace social capital subscales are easily adapted for use in a variety of organizational venues and are fairly robust in their relationships to one another and to employee outcomes. The theory that social networks usually coexist within other networks can be extended to health-care organizations ([@bibr54-2374373518777742]). When patients navigate the health-care system, they become aware of the gaps and flaws in these networks. A fruitful line of future inquiry would be to examine the efficacy of actively promoting internal workplace social capital for health-care teams. This would allow researchers and health-care administrators to learn more about how to cultivate care teams that improve the experience and quality of care.

Our results indicate the potential of ties among employees to help narrow such gaps. Processes of building internal workplace social capital must first create a sense of community based on shared values and common goals. This is paramount for promoting collaborative working relationships that are necessary to ensure high quality, high value care and services and implement successful practice transformation. As has been observed in other settings, higher levels of internal workplace social capital in health-care organizations will allow employees to resolve collective problems more easily, allow information to flow more freely and facilitate the attainment of goals, better prepare providers to deal with conflict, and improve individuals' lives.

Most encouraging is that our results parallel those of another similar study which found evidence that patient satisfaction with nursing care was associated with patient intentions to recommend the hospital ([@bibr8-2374373518777742]). Our work extends this prior research substantially. The prior study examined only inpatient data and had a small sample size when compared with the current study. The robustness of these findings in primary care is further evidence of the important link between the workplace experiences of health-care professionals and the outcomes of the patients for whom they provide care.

Confirming the conceptual model presented in [Figure 1](#fig1-2374373518777742){ref-type="fig"}, the strong association between internal workplace social capital and employee outcomes suggests the potential for a mediating relationship through which structural, relational, and cognitive workplace social capital influence employee outcomes (burnout and satisfaction), which in turn influences patient ratings of quality. Although our study design prevented a direct test of mediation, future studies (in particular those with a longitudinal design) should consider this mediation model.

Efforts to enhance workplace social capital could be a potentially effective mechanism for moving closer to the coevolving goals of the quadruple aim ([@bibr6-2374373518777742]). One potential avenue would be to use a collaborative learning approach in which employees in high-performing clinics serve as models for lower performing clinics. Health-care organizations interested in delivering high value care and improving patient ratings of care quality should look closely at these potential mechanisms for promoting the joy of practice among health-care professionals, with specific attention to reducing burnout and increasing satisfaction.
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